radiographic assessment demonstrated Kellgren and Lawrence grade 3 osteoarthritis in 44 patients and grade 4 in 34 patients. In all patients, through a lazy "S" incision over the dorsal DIP joint, an arthrotomy was performed on each side of the extensor tendon and debridement of the joint was performed removing osteophytes from the DIP joint, while preserving the insertion of the extensor mechanism. At completion, the DIP joint was immobilized in an extension splint. At 4 weeks postoperatively, the splint was removed and physical therapy was initiated for active range of motion. At the final follow-up, pain level, satisfaction, and DIP joint range of motion were assessed. Results: The mean final follow-up was 37 months (range, 24-62 months). All clinical parameters demonstrated statistically significant improvement at final follow-up. Mean patient pain visual analogue scale scores improved from 8.3 preoperatively to 1.2 postoperatively. Patient satisfaction scores significantly improved by an average of 7 points. Mean flexion contracture of the DIP joint significantly improved from 11.4° preoperatively to 4.6° postoperatively. There were no postoperative infections or tendon rupture. Six patients experienced mild extensor tendon weakness at the DIP joint. No patients required additional surgery. No other complications were encountered. Conclusions: Open dorsal cheilectomy and debridement of the DIP joint in patients with symptomatic DIP joint osteoarthritis is a safe and reliable alternative procedure. This surgical technique reduces pain while preserving DIP joint motion.
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Multimodal Diagnostic Approach to Monoarthritis of the Wrist
Jihyeung Kim 1 , Kee Jeong Bae 1 , Seung Hwan Rhee 1 , Hyun Sik Gong 1 , Young Ho Lee 1 , and Goo Hyun Baek 1 1 Seoul National University Hospital, South Korea Objective: The aim of this study was to evaluate both the performance characteristics of magnetic resonance imaging (MRI) in the differential diagnosis of monoarthritis of the wrist and the predictive ability of the 1987 American College of Reumatology (ACR) and 2010 ACR/European League Against Rheumatism (EULAR) criteria. Methods: The 29 patients with monoarthritis of the wrist retrospectively reviewed in this study underwent preoperative MRI with or without a white blood cell (WBC) scan. Their diagnoses were confirmed histologically after open synovectomy. Synovitis, bone erosion, and bone edema, as seen on MRI, were measured by 2 readers independently using the Outcome Measures in Rheumatology Clinical Trials (OMERACT) Rheumatoid Arthritis Magnetic Resonance Imaging Score (RAMRIS) system. Receiver operating characteristic (ROC) curves were used to calculate the cutoff differentiating rheumatoid arthritis (RA) from other diseases. The optimized cutoff point for each parameter was determined using Youden index. Results: The areas under the ROC curves for the synovitis, bone erosion, and bone edema scores were 0.892, 0.853, and 0.752, respectively. The cutoff values of these scores to predict RA were 5, 48, and 19, respectively. The sensitivity and specificity of the 1987 ACR criteria were 50% and 92% and those of the 2010 ACR/EULAR criteria were 60% and 75%. Conclusion: The OMERACT RAMRIS system provides a valuable tool to differentiate RA from tuberculosis and undifferentiated chronic monoarthritis in patients with wrist monoarthritis. A multimodal diagnostic approach using MRI, WBC scan, and histologic evaluation is recommended if the diagnosis cannot be established based on clinical, biochemical, and radiographic evaluations.
Anatomical Wrist Patterns on Plain Radiographs
Aviv Kramer 1 , Alon Wolf 1 , Idit Lavi 2 , Tal Kalaiman 1 , and Ronit Wollstein 1,3 Objective/Hypothesis: It is recognized that in many joints, structure dictates function and later pathology. Interpreting the structure is complicated by the existence of multiple joints as well as variability in bone shapes and anatomical patterns in the wrist. Previous studies have evaluated lunate and capitate shape in an attempt to understand functional anatomical patterns. The purpose of this study was to describe anatomical shapes and wrist patterns in normal wrist radiographs using bone shape and measurements of joint contact and position. We hypothesized that we will find significant relationships between measurements enabling us to identify one or more patterns of wrist anatomy. Materials and Methods: Seventy plain posteroanterior and lateral wrist radiographs were evaluated. These radiographs were part of a previously established normal database, had all been read by a radiologist as normal, and had undergone further examination by 2 hand surgeons for quality. Measurements included lunate and capitate shape, ulnar variance, radial inclination and height, volar tilt, distance and angle between 2 lines of reference and percentage of the lunate and capitate radial to these lines as well as the percentage of capitate circumference on PA radiographs that articulate with the lunate, scaphoid, and trapezoid. Results: We found a significant association between lunate and capitate shape using a dichotomal classification system for both lunate and capitate types (P = .003). Type 1 wrists had a lunate with no contact on the PA radiograph with the hamate bone (as described) and a spherical distal capitate.
